A full-term male infant, delivered by forceps, was well until the age of 6 months, when he began to vomit food and mucus, particularly when solids were added to the diet. Barium swallow showed narrowing of the lower oesophagus. Oesophagoscopic dilation was followed by temporary improvement, but at the age of 14 months persistent vomiting occurred and a rapid deterioration in the child's condition necessitated more radical treatment. Oesophago-gastrectomy with oesophago-gastric anastomosis was performed. At operation there was no evidence of any abnormality of the tracheobronchial tree or of any communication between this and the oesophagus. The provisional clinical diagnosis was one of inflammatory oesophageal stenosis caused by gastrooesophageal reflux. The subsequent progress of the child was uneventful, save for the occurrenceof transdiaphragmaticherniationof the colon which required operative reduction on two occasions.
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Shortly after delivery this full-term female infant developed the typical clinical picture of oesophageal atresia with tracheo-oesophageal fistula. This was confirmed radiologically. Closure of the fistula, resection of the oesophageal stricture, and end-to-end anastomosis of the oesophagus were undertaken without delay. Postoperative recovery was uneventful, but at the age of about 18 months the child developed symptoms suggestive of duodenal ob-struction. Radiological investigations showed a rounded swelling compressing the second part of the duodenum, and a constant narrowing of the oesophagus, well below the site of the original anastomosis. At laparotomy a cyst was found closely related to the pyloric antrum and duodenum posteriorly. The cyst was drained into the duodenum, and the compressed duodenal segment was bypassed by gastro-enterostomy. Histological examination of the wall of the cyst showed it to be of intestinal origin, probably representing a duplication of the duodenum. Intermittent attacks of dysphagia occurred thereafter, some necessitating oesophageal dilatation. At the age of 6 years symptoms of oesophageal obstruction became more persistent and severe. After a barium investigation had shown that the lower oesophageal stricture was still present, resection of the lower oesophagus was undertaken, and an oesophago-gastric anastomosis was made at the level of the aortic arch. Colon transplant, which had been intended, was impossible because of involvement of vessels by a pancreatic cyst. A separate cyst was also present alongside the greater curvature of the stomach, and was considered to be a form of gastric duplication. No further exploration of the pancreatic or gastric cysts was undertaken.
Pathological examination CASE 1 Gross appearance
The oesophago-gastrectomy specimen consisted of a segment of oesophagus about 4 0 cm long with the attached proximal part of the stomach, maximum diameter 6-0 cm. Both externally and internally the 465 oesophagus showed a fusiform narrowing: at its upper end the lumen measured 1 *4 x 0 7 cm whereas the diameter of the stenosed zone was only 0-2 cm. The whole specimen was divided into transverse blocks, which were step-sectioned.
Histological examination
The upper part of the oesophageal segment appeared normal (fig 1) . In the narrow zone, however, the architecture of the wall was grossly disorganised (fig 2) . The lining mucosa was largely squamous, but there was one small area of pseudo-stratified columnar epithelium resembling that of the upper respiratory tract (fig 3) . The muscularis mucosae was slightly distorted, and the submucosa contained plates of cartilage similar to those seen in the tracheobronchial tree. The longitudinal and circular muscular laminae were replaced by an irregular and discontinuous layer of interwoven smooth muscle fibres. The normal submucosal glands were replaced by sero-mucinous glands, which were not confined to the submucosa but were scattered throughout all layers of the oesophageal wall (fig 4) . Associated with the glands were some small cysts lined by columnar epithelium, sometimes pseudo-stratified and ciliated, and surrounded by a lymphocytic infiltrate in wbich a few follicles were seen. Below the zone of stenosis the oesophagus appeared almost normal, with only minimal submucosal fibrosis and very slight fibrous thickening of the intermuscular fascia. 7 In the majority of the reported cases, and in our first case, oesophageal stenosis associated with tracheobronchial structures was the only congenital anomaly found. The association of tracheooesophageal fistula with this anomaly, as in our second case, has been reported in two cases.7 Besides an oesophageal atresia with a tracheo-oseophageal fistula, our second case had multiple anomalies of the upper gastrointestinal tract. The associated oesophagitis in some of these cases was presumably caused by gastro-oesophageal reflux through a hiatus hernia, but there is no convincing evidence that the actual stenosis was the result of oesophagitis, and fibrosis which could be attributed to healed inflammation was insignificant. There seems to be no doubt that the oesophageal stricture which eventually necessitated surgical resection in both cases was caused directly by the developmental defect. The lymphoid aggregations and follicles noticed in some cases are likely to be part of the developmental anomaly rather than the result of inflammation.
Significant oesophageal narrowing of truly developmental origin, as distinct from stenosis developing as a result of reflux oesophagitis, is rare, but the diagnosis should be considered in cases where reflux cannot be clearly demonstrated, especially when there is evidence of tracheo-oesophageal fistula, present or past. 
